complained of symptoms which suggested hypercalcemia, and had lost 12-7 kg in weight. Plasma calcium was 16 mg/100 ml.
Initially no metastases could be found. She was treated first with oral phosphate, and then with porcine calcitonin but the calcium level never fell below 13 mg/100 ml. At this stage, a lung metastasis appeared on the chest X-ray. This was excised after bringing the plasma calcium to normal levels by phosphate infusion. After the operation, however, the calcium level rose gradually to 14 mg/100 ml in the course of a week. Histology of the resected lung showed multiple tiny lung metastases in addition to the larger metastasis seen on the chest X-ray.
A detailed account of the case will be published elsewhere.
Addendum (April 1970): Six months later, the patient has none of the symptoms of hypercalcxmia and feels extremely well. However, her plasma calcium is 14 7 mg/100 ml.
Sir John Richardson said that to him the chief clinical interest from the diagnostic point of view had been the very notable weakness of the patient's legs which had been the presenting symptom. This was of such a degree that she used her hands to lift up her legs when getting on to a couch. The tendon reflexes, however, were notably brisk.
It was only after some weeks that she developed the gastrointestinal symptoms which dominated the subsequent clinical picture. The weakness of her legs did not in fact recur to a significant degree at the subsequent stages in her illness when active secondary deposits were leading to a rise in the serum calcium.
Professor lain Maclntyre said that he was very interested to hear the presentation since parathyroid carcinoma was very rare and he had not had an opportunity of studying a similar case. He remarked that it was a little disappointing that the response to calcitonin was of such short duration. In fact, he would not have expected calcitonin to produce a completely normal serum calcium because he believed that the hypzrcalcwrmia of hyperparathyroidism was only partly due to the action of the hormone on bone. The effects of parathyroid hormone on gut and kidney were also likely to be concerned in the maintenance of hypercalcermia. These effects did not appear to be opposed by calcitonin although the effect of parathyroid hormone on bone was inhibited. A further difficulty might be that the levels of parathyroid hormone in plasma could be extremely high and therefore very large doses of calcitonin might be necessary to obtain even a partial reduction in the serum calcium level.
Professor Maclntyre noted that porcine calcitonin had been used and drew attention to the possibility that the human hormone, which differed greatly in amino acid sequence, might be much more effective. It might be worthwhile trying the effect of human calcitonin, perhaps in association with oral phosphate.
In a recent case of parathyroid carcinoma reported by Bartter and colleagues (Pak C Y C, Wills M R, Smith G W & Bartter F C, 1968, J. clin. Endocr. 28, 1657) treatment with calcitonin was followed by a prolonged and marked reduction in serum calcium. There were, however, variable factors in this case and one could not be certain that the improvement was due to calcitonin.
Malabsorption Following Extensive Intestinal Resection for Mesenteric Infarction John E Hale FRCS (for Professor Harold Ellis FRCS) (Westminster Hospital, London SW])
Mr G W, aged 60. Caretaker History: One day after a prolonged eye operation, during which a period of hypotension probably occurred, the patient, an obese man, suddenly developed severe upper abdominal pain. There was no past history to suggest chronic mid-gut ischemia. Clinically the abdomen was soft and bowel sounds were normal. Abdominal X-rays showed numerous fluid levels in the small and large bowel. Pulse was regular and ECG normal. The pain remained severe and unremitting but the abdomen, which was examined frequently, showed no abnormality until fifteen hours later when guarding, localized to the upper abdomen, and absence of bowel sounds were first noted. Laparotomy revealed extensive mesenteric infarction extending from 50 cm distal to the duodenojejunal flexure to the mid ascending colon. The superior mesenteric artery at its origin was pulsating and there was no evidence of venous occlusion. Gangrenous bowel was resected and the remaining jejunum anastomosed to transverse colon. Except for moderate diarrhoea, which was controlled with codeine phosphate, recovery was uneventful. Steatorrhcea was treated with a low fat diet which included a mixture of triglycerides produced from medium chain fatty acids.
Investigations one month later revealed fecal fat excretion 59 g/day; intestinal transit time 15 min; total serum protein 6-4 g/100 ml; serum magnesium 2-2 mg/100 mg; Schilling test 122%; electrolytes normal.
Six months later the patient remains well but, in spite of a high protein diet, has lost 19 kg in weight. He has two semi-solid bowel actions daily, and the daily fecal fat excretion is 25 g.
Comment
Mtsenteric infarction is associated with a grave prognosis even after resection. The diagnostic importance of severe unremitting pain in the absence of signs is emphasized. Massive small intestinal resection results in generalized malabsorption. Long-term survival with less than 60 cm of small bowel is uncommon (Levin et al. 1961) . The construction of a reverse segment of jejunum would be considered in this patient if the malabsorption and weight loss continue. Professor Harold Ellis said that 5 reversed intestinal segment operations had been carried out at the Westminster Hospital, for various forms of short-bowel syndrome and intestinal hurry; the p7ocedure might become indicated in the present case if the weight loss continued. The policy had been to allow the patient to recover fully from the initial resection procedure before considering the reversed segment operation, because there might be a remarkable improvement in the absorptive function of the residual bowel in subsequent months. Only when intestinal function was still inadequate at this later stage should fashioning a small bowel reversed segment be considered.
Mr Norman Tanner said he had an elderly male patient who had a partial gastrectomy 20 years ago. Five years ago he had a successful disobliteration of the aorta. Recently he developed discomfort immediately after food. Careful investigations showed that there was no recurrent ulceration and mesenteric ischEemia was suspected. At operation the aorta was fully patent but the cceliac artery was occluded with well-formed thrombus. After opening and coring out the ceeliac artery there was a return of pulsation, but as the disease extended into the smaller radicles of the superior mesenteric artery the outlook was extremely poor. The diagnostic interest in this case was the onret of pain immediately after eating, mimicking a peptic ulcer, and the absence of evidence of malabsorption. Mr Tanner believed that it was said that the pain of superior mesenteric occlusion was greater in patients who had previously had a gastrectomy.
Wi; h care patients with small bowel resections could be kept in good nutrition and Mr Tanner particularly remembered one case in which all but 45 cm of jejunum and also the right half of the colon was removed. The patient remained well for two years until she died in about her 80th year. The postoperative state after small bowel resection was better if the ileocoecal valve could be retained. Removal of the whole of the colon from just above the cwcum to the pelvic colon, with end-to-end anastomosis, could result in very little change in the bowel habit; yet simple resection of the right half of the colon with removal of the ileocacal valve might be followed by troublesome diarrhoea. Every attempt should be made to preserve it whenever possible.
Following the experience of Professor Ellis, Mr Tanner had carried out 5 operations of ileal reversal, all for post-vagotomy diarrhoea, and had found it extremely satisfactory. Reoperation had been necessary in only one case, for colic, and in this patient there was a gradual distention of the small intestine affecting the upper part of the reversed ileum and gradually tailing off to the ileum below. In this case 14 cm had been reversed but it was possible that 10 cm would be enough.
Mr R M Kirk said that for 15 hours the patient's abdomen revealed no abnormal physical signs, although it contained ischemic small bowel that was gangrenous at operation. Patients with simple mechanical intestinal obstruction which proceeded to strangulation might show no change in the physical signs, particularly if the ischaemic bowel was excluded from the general peritoneal cavity within a hernial sac. There was a belief that 'pure' strangulation presented not as intestinal obstruction, but as an acute abdominal emergency with signs of peritonitis. That this might not always be so had been pointed out by Mavor (1961, Proc. roy. Soc. Med. 54, 356) and was well shown in the case reported by Mr Hale.
Professor C G Clark said that the diagnosis of mesenteric infarction was often difficult for it did not always fit with the classical clinical picture, and too much stress was given to waiting for signs of peritonitis and absent bowel sounds. The result was delay in treatment which was partly responsible for the high mortality. The operation of resection and anastomosis was not usually technically difficult and survival depended on careful post-operative management. The most difficult syndrome was that of post-operative gastric hypersecretion, where large losses from the gut required careful monitoring of fluid and electrolyte replacement. Once the acute problem had been overcome, the long-term management could be organized partly by regulating the activity of the gut and by a suitable dietary regimen, but there was often a remarkable degree of adaptation of the intestine during the first few months.
Mr G M Campbell said that many patients undergoing right colonic resection with removal of the ileocxecal valve had a tendency to frequent and loose bowel actions; but following subtotal colectomy with ceecorectal anastomosis, preserving the ileocxcal valve, it was unusual to find any subsequent alteration in bowel habit. This was in accordance with the findings of J C Gazet (1968, Ann. roy. Coll. Surg. Engl. 43, 19) , who stated that with any form of left-sided colectomy, whether one, two, or three feet of colon was excised, over 70 % had no change in bowel habit.
